therefore any such effect should, for the most part, have been minimised since in this situation compliance is low and the time constant of the respiratory system short.
(3) We have carried out a systematic assessment of the effects of both respiratory rate and inspiratory to expiratory ratio on the pattern of interaction between spontaneous and mechanical ventilation. Both of these parameters can be used to manipulate the infant's pattern of interaction in the vast majority of cases. We did not find the pattern of active expiration against the ventilator inevitably produced a pneumothorax. Continuous measurement of subarachnoid pressure in the severely asphyxiated newborn Sirs,
The study by Levene and Evanst contains some interesting observations. The underlying supposition is that there is benefit in reducing intracranial pressure (in a way that improves cerebral perfusion pressure) after birth asphyxia.
Although this is a plausible notion, I know of no human experimental evidence to support it adequately. I acknowledge that there would be considerable difficulty in obtaining such evidence, which would require a study incorporating more badly asphyxiated babies than most of us will see in a lifetime, but it is surely premature to regard as unethical withholding the treatment which they 'tentatively recommend'. We thank Dr Dear for his interest in our paper. Our approach to the problem of postasphyxial cerebral oedema has been to ask three questions:
(1) Does raised intracranial pressure occur after birth asphyxia?
